Labour and litigation 1
The Section of Obstetrics & Gynaecology met on 28 March 1980 to consider the topical subject of 'Labour and litigation'. Presenting the obstetrician's view, Professor Ian Cooke pointed out that labour represented but a minute fragment of the total duration of pregnancy. He emphasized the need for compassion, communication and meticulousness in antenatal care, not to mention the priority that should be attached to accurate documentation throughout. In later discussion, he admitted that current resources and staffing structures hardly allowed clinicians enough time to fulfil all these ideals, let alone the proposed establishment of Utopian 'pre-pregnancy' clinics.
The title of Dr Margaret Ounsted's contribution posed the question 'Does active obstetrics harm infants?' She sought to answer it by an analysis of 570 babies whose comprehension, language ability and motor skills had been tested at the age of 4, an attempt being made to relate the results to the method of delivery as well as other obstetric, medical and social factors. She had found that the method of delivery could not be related to the subsequent development of the child without analysing the full obstetric and social histories and the reasons for the method of delivery. Seven out of the 570 children in her series were handicapped; and in only one out of these 7 children had there been significant perinatal problems which might have been associated with the subsequent handicap.
Professor R S Illingworth presented the paediatric point of view. He had acted on the Council of the Medical Defence Union for 20 years and the claims for brain damage sustained at birth were increasing rapidly in number. He emphasized that after the newborn period there is no laboratory, developmental or psychological test which indicates that brain damage occurred at birth. He touched upon the dangers, as far as litigation was concerned, of drugs in pregnancy, of delivery of ' at risk' patients in inadequately equipped centres and of failure to seek help from appropriate experts, including trained genetic counsellors when parents of an abnormal child were seeking advice about future pregnancies. Professor Illingworth declared himself against defensive medicine and against a policy of burdening patients with lists of all the Dr Margaret Puxon gave a barrister's view and began by admitting that she had acted more often for plaintiffs than for defendants in cases of medical litigation. She asked that doctors should not fear lawyers, and said that there were many instances in which lawyers in fact advised plaintiffs against litigation. In British law, the standard of proof of negligence was a very high one; indeed, the more serious the allegation the greater was the burden of proof. She too was against defensive medicine: doctors should not have a constant anxiety of threatened litigation and this was recognized by the Courts. There were particular pitfalls in obstetrics: any damage done to a child in utero was actionable; patients in labour were sometimes sedated and often in a highly charged emotional state, both of which created difficulties in obtaining truly informed consent with documentation. If doctors achieved the standards of treatment which would be approved by the majority of their similarly qualified colleagues, and ifall treatment, beit traditionalornew, were given in good faith, doctors should escape liability. She felt that good documentation was vital; consequently she was against allowing patients full access to their clinical notes which might, for example, contain alarming lists of differential diagnoses discouraging doctors from keeping full notes. It was sufficient that a plaintiff's lawyer was allowed to see them, with any expert whose opinion he required. She felt that the number of negligence cases in the United Kingdom would never reach North American proportions, partly because British law did not allow for trial by jury in cases of alleged personal injury. Further,lawyers were very conscious of their duties and responsibilities and were very anxious that claims should not be initiated without good justification. Members of the medical profession had an important role to play when called upon for expert opinion in actions contemplated against their colleagues.
The discussion was opened by Mr J A Jordan. He considered that doctors should always keep good notes and should be circumspect in the delegation of responsibility. He wondered whether lawyers were the best people to judge allegations of negligence and felt that a panel of respected experts might process claims more speedily and with the skill and fairness expected of lawyers. This idea was later rejected by Dr Puxon who felt that judges lacked neither the intelligence nor the intellect to understand complicated situations. Mr Jordan felt that there should be a central fund to provide for all handicapped children, whether the handicap was due to congenital causes or due to some accident during pregnancy, delivery or at some other time during the child's life. He also hoped that medical litigation in Britain was not going to enter a phase where judicial decisions had less to do with distinguishing right from wrong than with conclusions based on the painstaking consideration of the finer points of law.
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Investigative laparotomy in Hodgkin's disease! The Chairman, Mr W M Ross, introduced the subject by pointing out that over the last twenty years there had been many reasons for the improvement in the outlook for patients with Hodgkin's disease, and one of the reasons was an increased understanding of the usual pattern of distribution of the disease deposits, part of which had come from the experience of investigative laparotomy. However, as this was a procedure with potential hazards, it seemed appropriate to question the need for routine laparotomy in many patients with Hodgkin's disease.
Dr A M Jelliffe (Middlesex Hospital, London), speaking on 'Advantages of laparotomy', opened by stating as his basic criterion that any routine investigation should be judged by its potential value to the individual patient, rather than by its potential source of academic knowledge. When investigative laparotomy was introduced, it was necessary to compare the findings with the results obtained by noninvasive procedures. For example, the procedure in Stage I, II (upper half) disease with a negative lymphogram demonstrated disease below the diaphragm in almost 50% of patients. Intra-abdominal disease was demonstrated more frequently in the presence of 'B' symptoms and in the more malignant histological grades. If the value of laparotomy was considered in relation to the clinical stage of the disease, then the procedure was of special value in the management of Stage I, I1A (upper half) disease and possibly in some patients with Stage IlIA disease. In the British National Lymphoma Investiga· tion, there were available for comparison two groups ofStage I, IIA (upper half) patients entered into studies between 1970 and 1976: one group was investigated with a diagnostic laparotomy and the other was investigated in an identical fashion except that this procedure was not carried out. Subsequent treatment in the laparotomized group was modified according to the postoperative histological findings. There was significant benefit in laparotomy in males over the age of45, so much so that when a laparotomy was contraindicated in this group of patients, it was unsafe to rely on relatively localized radiotherapy and combination chemotherapy should be added routinely. He went on to discuss the site of relapse when this OCcurred Less than 5% relapse in the irradiated site and in previously laparotomized patients have aU been salvaged. Relapse below the diaphragm carried , poor prognosis. After a diagnostic laparotomy, subdiaphragmatic relapse was seen in 6% of cases. whereas without this procedure subdiaphragmatic relapse occurred in more than 30%. In Stage IlIA disease the presence and extent of splenic involvement was considered by many workers to b( related to the potential for relapse and therefore to the need for additional treatment. In the Britisb National Lymphoma Investigation, untoward late effects in the post-splenectomized group ofpatienu were usually associated with further treatment for recurrent disease, usually chemotherapy.
Dr Jelliffe expressed the hope that new investi' gations, in particular CT scanning, might be able to give sufficient further information to avoid the necessity for laparotomy, but the detailed accuracy of these investigations still had to beassessed.
